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Aspiration Bronchopneumonia.—The an- 
atomical changes are described that occur in 
an acute bronchopneumonia which results 
from the aspiration of regurgitated material. 
The chief macroscopical changes consist of 
haemorrhage, oedema and a hyperaemic in- 
flammatory reaction. The lining of the bron- 
chial tree is the seat of intense active hyper- 
aemia and, if autopsy is performed imme- 
diately, the aspirated contents are found in 
the large bronchi. The microscopical changes 
consist essentially of an extreme engorgement 
of the alveolar capillaries, disseminated re- 
gions of oedema and haemorrhage. Un- 
digested particles of food can be seen in the 
bronchioles and in the alveolar spaces.—As- 
piration Bronchopneumonia, C. W. Apfelbach, 
Surgery, September, 1942, 12: 924.—(H. R.) 


Lipoid Pneumonia.—In the last twenty 
years about 140 cases of lipoid pneumonia 
have been reported. Oily substances may 
produce lipoid pneumonia and the pulmonary 
irritation caused by them is roughly propor- 
tionate to their avid value and their ability to 
be hydrolyzed. Thus vegetable oils are in- 
frequently a cause of lipoid pneumonia and 
mineral oil, codliver oil and milk fats are fre- 
quent offenders. The patient’s symptoms 
are usually a cough, slight expectoration and 
occasional fever. Droplets of oil can occa- 
sionally be demonstrated in the sputum. At 
postmortem examination, marked fibrosis and 
consolidation of the lungs will be seen, usually 
in the lower lobes. The alveoli are filled with 
histiocytes containing the oily substance 
which may be identified by staining it with 


Sudan-4 or osmic acid. The present case 
was a seventy-seven year old white male who 
was thought to have carcinoma of the left 
lung. For several years before his death’ he 
had been known to have a diverticulum of the 
oesophagus and it had been his habit to take 
mineral oil frequently and a glass of milk be- 
fore retiring each night. Roentgen examina- 
tion showed an irregularly round dense shadow 
in the left lower lobe and a diverticulum in 
the upper third of the oesophagus. At post- 
mortem examination the lesion in the left 
lower lobe was proved to be lipoid pneumonia. 
It is believed that the diverticulum of the 
oesophagus so interfered with the swallowing 
mechanism that frequently aspiration of the 
oily substances ensued.—Lipoid Pneumonia 
in a Patient with a Diverticulum of the 
Ocsophagus,I. G. Tchertkoff, Quart. Bull. Sea 
View Hosp., July, 1942, 7: 834.—(A. A. E.) 


Concussion of Lung.—The pulmonary in- 
juries resulting from high explosive bombing 
are discussed. The aetiological factor is be- 
lieved to be the effects of the blast wave 
which follows the explosion of a rapidly det- 
onating projectile such as a bomb. At any 
point in the immediate neighborhood of an 
explosion there occurs first a momentary wave 
of high pressure followed by a lesser one of a 
negative pressure. The pulmonary injuries 
are hence found to be due to the impact of 
the pressure wave on the chest wall. Ex- 
perimental studies by the author revealed 
that the lesions were localized to the side 
facing the explosion. If that side was pro- 
tected with a rubber sponge, no lesions were 
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observed. The pathological changes consist 
of ruptured alveoli, ruptured alveolar vessels 
and pulmonary haemorrhages. A course of 
therapy is outlined which consists essentially 
of oxygen inhalation and bed-rest. General 
anaesthesia is to be avoided and conservatism 
is to be employed.— Concussion of the Lung, 
J. D. King, Surgery, September, 1942, 12: 
900.—(H. R.) 


Spontaneous Haemopneumothorax.—Idio- 
pathic haemopneumothorax is an unusual 
condition which develops when bleeding occurs 
into the pleural cavity during the course of a 
spontaneous pneumothorax. Three patients 
with this condition have been observed at the 
Cleveland City Hospital during the last ten 
years. Details of the clinical illness of these 3 
patients are reported and in each tuberculosis 
and malignancy have been excluded. From a 
study of the literature only 40 other cases have 
been discovered. Of these 43 cases all except 
one occurred in men and all but 5 were between 
the ages of twenty and forty years. Spon- 
pneumothorax results from the 
rupture of a pulmonary vesicle on or near the 
visceral pleural surface. Such vesicles usually 
communicate with a bronchiole by means of a 
valve which permits the easy entrance of air 
but hinders its egress. Consequently the 
vesicle gradually becomes inflated and may 
rupture either as a result of exertion or during 
normal respiratory movements. Ruptured 
bullae have been found frequently in autopsy 
cases of spontaneous haemopneumothorax and 
have been roentgenologically demonstrated in 
nonfatal cases. The source of the bleeding 
and identification of the bleeding vessel has 
not been clearly shown in autopsied cases of 
haemopneumothorax. However, the vascu- 
larity of visceral parietal adhesions is well 
known and it is entirely conceivable that 
vessels contained in such adhesions may be 
torn in the course of a spontaneous pneumo- 
thorax. Idiopathic haemopneumothorax has 
an acute onset and the most striking and most 
constant early symptom is severe pain. The 
pain may remain localized but not uncom- 
monly radiates to the shoulder of the involved 
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side and frequently radiates to the abdomen, 
Dyspnoea usually appears immediately or 
after a short interval. Nausea, vomiting and 
even diarrhoea are not uncommon. The 
physical findings are those of pneumothorax 
with effusion and this is confirmed by the 
roentgenographic examination. Anaemia de- 
velops in proportion to the amount of intra- 
pleural bleeding and a leucocytosis is usually 
present. An effusion appearing within a few 
hours in a pneumothorax space is almost cer- 
tainly blood, for a serous effusion develops 
only after a pleural reaction lasting one or 
several days. With the exception of tu- 
berculosis the other causes of massive intra- 
pleural haemorrhage do not at the same time 
produce pneumothorax. Aspiration of the 
fluid yields dark fluid blood which is usually 
unclotted. If clotted blood is found when 
thoracocentesis is done it means that either 
the bleeding has not yet stopped or that in- 
fection has taken place. Blood in the pleural 
space becomes incoagulable after contact with 
the pleura for four to five hours in man. 
Among the 43 cases studied, 14 terminated 
fatally. The treatment of idiopathic haemo- 
pneumothorax is based upon several con- 
siderations. The pneumothorax and positive 
intrapleural pressure are probably beneficial 
since they tend to stop the bleeding. On the 
other hand, mediastinal displacement as the 
result of positive intrapleural pressure is 
harmful since it embarrasses circulation and 
respiration. Consequently aspiration of the 
blood should be confined to the restoration of 
the mediastinum to its normal position. If 
the patient is seen soon after onset only 
enough blood and air should be removed for 
diagnostic purposes or sufficient should be re- 
moved to relieve the patient’s dyspnoea. 
Subsequent aspirations should be carried out 
under the same _ conditions.—Spontaneous 
Hemopneumothorax: Report of Three Cases 
and Review of Literature, H. C. Hartzell, 
Ann. Int. Med., September, 1942, 17: 496.— 
(A. A. E.) 


Cystic Disease of Lung.—Cystic disease of 
the lungs presents a difficult differential diag- 
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nostic problem between congenital and 
acquired cysts and emphysema with bullous 
formation. The patient studied was a thirty- 
four year old male Negro whose complaint was 
shortness of breath and indigestion. These 
symptoms had persisted for four years before 
he came under observation. Prior to that 
time he had been quite well and had been 
athletically active during his college years. 
Examination showed that the patient was 
extremely dyspnoeic and had a very poor 
chest expansion. Percussion note over both 
lungs was high pitched and hyperresonant. 
The vital capacity was 1.16 litres which was 
30.4 per cent of his estimated normal. Roent- 
genographic examination showed fibrosis 
throughout both lungs with annular areas in 
the upper portions of both lungs. An at- 
tempt was made to perform a diagnostic 
pneumothorax on the right side but spon- 
taneous pneumothorax developed and the pa- 
tient died five days later. At autopsy the 
important features were the presence of nu- 
merous large cysts, ranging in size from 0.5 
to 7 cm. in diameter. These cysts were seen 
in both lungs. They were air-containing and 
did not have obvious bronchial communica- 
tions. Microscopical examination of the cysts 
showed that none had bronchial epithelial 
lining. There was extensive anthracosis in 
the walls of the cysts. It is believed that 
because of the patient’s past history of good 
health and the presence of anthracotic pig- 
ment in the cyst walls, the cysts were acquired, 
probably due to a deterioration of the elastic 
tissue of the lungs—Some Notes on Cystic 
Disease of the Lungs, With a Report of One 
Case, W. R. Stanford & B. C. Nalle, Jr., Ann. 
Int. Med., July, 1942, 17: 65.—(A. A. E.) 


Bullous Emphysema.—Pulmonary emphy- 
sema may be defined as a condition of the 
lungs brought about by overdistention of 
alveolar walls with the resultant loss of their 


elasticity and finally their rupture. Four 
types have been described by Christie: (1) 
chronic obstructive or hypertrophic emphy- 
sema; (2) senile or atrophic emphysema; (3) 
acute vesicular emphysema; and (4) localized 


or compensatory emphysema. Chronic ob- 
structive emphysema is the clinically impor- 
tant form and is a cause of what has been 
called “the vanishing lung.” The only 
tenable theory of the cause of emphysema is 
that of chronic alveolar strain plus partial 
bronchial obstruction. The obstruction is of 
such a nature that air can get through into the 
alveoli on inspiration but is trapped on ex- 
piration. With the overdistention of the 
alveolar walls the elastic fibers degenerate 
and further stretching of the wall may cause 
it to rupture. The chief symptoms of pa- 
tients with emphysema are dyspnoea and 
cough. The dyspnoea is usually progressive. 
The diagnosis of emphysema is made largely 
by roentgenographic examination. The prog- 
nosis is not good. The emphysema is progres- 
sive and as the bullae increase in size the 
remaining lung tissue becomes either com- 
pressed or overdistended until less and less 
functional lung remains. The patient re- 
ported was forty-one years of age and had 
complained for some months of increasing 
dyspnoea on exertion and persistent cough. 
Roentgenograms of the chest revealed an 
absence of pulmonary markings in the entire 
right hemithorax except for a few strands at 
the extreme base. The upper portion of the 
left chest showed a similar absence of pul- 
monary markings. The patient’s vital ca- 
pacity was 2.3 litres. His maximum breath- 
ing capacity was 32.2 litres per minute and the 
arterial blood oxygen saturation was 94.2 per 
cent. Because of the surprisingly good pul- 
monary function it was believed that life in a 
dry climate where respiratory infections might 
be avoided would be the best treatment for 
this patient—The Vanishing Lung: Report 
of a Case of Advanced Bullous Emphysema, 
S. T. Allison, Ann. Int. Med., July, 1942, 17: 
139.—(A. A. E.) 


Mediastinal Emphysema.—Spontaneous 
pneumothorax occurs in about one case per 
year among each thousand male students at 
the University of Kentucky. Four of these 
patients with spontaneous pneumothorax pre- 
sented a precordial “popping” or “crunching” 
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sound. This sound was audible to the patient 
and to theexaminer. Itis probably caused by 
the presence of bubbles of air in the anterior 
mediastinum. The presence of air in the 
mediastinum is often a step in the develop- 
ment of spontaneous pneumothorax.—A Di- 
agnostic Sign of Spontaneous Interstitial Em- 
physema of the Mediastinum: Case Reports, 
R. J. Griffin, Ann. Int. Med., August, 1942, 
17: 295 —(A. A. E.) 


Mediastinal Emphysema.—The literature 
on mediastinal emphysema and interstitial 
emphysema is reviewed. As the condition is 
probably more common than realized, it 
should be considered in the differential diag- 
nosis of chest injuries and in cases of pre- 
cordial pain without the usual findings of 
coronary occlusion. When persistent dyspnoea 
and signs of increasing circulatory em- 
barrassment are found in infants the possibil- 
ity of pneumomediastinum should be consid- 
ered. Lateral roentgenograms are diagnostic 
and removal of air may be life saving. Two 
cases occurring in newborn infants are 
.reported.—Spontaneous Pneumomediastinum 
with Report of Two Cases in Infants, A. B. 
Smith & J. F. Bowser, Radiology, March, 1942, 
38: 314.—(G@. F. M.) 


Treatment of Bronchial Asthma.—This sub- 
ject may be discussed under several different 
headings. General measures include proper 
hygiene as regards nutrition, sleep, and pro- 
fession, which should be commensurate with 
the patient’s state of health. Intermarriage 
between families subject to allergic conditions 
such as asthma, hayfever, migraine and der- 
matitis, is undesirable. Climatic change is 
occasionally useful, either permanently, or for 
short periods of time. Therapy includes 
drugs, specific desensitization treatment and 
more recently the use of allergy free chambers. 
The latter may be used nightly or for short 
periods of time when the attacks are es- 
pecially frequent. Desensitization treatment 
may be applied after thorough skin testing, if 
special allergies are demonstrated. If food 
allergy is suspected, elimination diets are 


given. Desensitization treatment of a more 
general nature includes fever therapy, his- 
tamine and vaccine therapy. X-ray therapy 
also falls under this heading, because the 
effect is attributed to the action of cell prod- 
ucts released by the radiation. Many drugs 
are in use for the treatment of asthma, and 
they fall into four general categories: (1) 
drugs which constrict lung capillaries and 
dilate the bronchial musculature, such as 
adrenalin, pituitrin, ephedrine, calcium prep- 
arations; (2) drugs which dilate the venules 
of the lung, and also relax the bronchial mus- 
culature, such as papaverin, theobromine and 
theophylline preparations, and nitroglycerine; 
(2) narcotics—these should be used only very 
occasionally, morphine and pantopon are the 
most useful in emergencies; (4) preparations 
which act primarily on the metabolism, such 
as thyroid extract, potassium iodide and ar- 
senic. Preparations combining several of the 
drugs mentioned are on the market. In 
general, it is best to restrict treatment of one 
patient to the use of a few drugs. One or two 
preparations which may be used prophylac- 
tically, such as potassium iodide and a prep- 
aration for the acute attack such as ephedrine 
or adrenaline-pituitrin are preferable. Surgi- 
cal treatment of asthma, through resection of 
autonomic nerves or ganglia, has been uni- 
formly disappointing —Uber Wesen und Be- 
handlung des Bronchialasthmas, O. Miiller, 
Schweiz. med. Wehnschr., August 1, 1942, 72: 
8§33.—( H. M.) 


Bronchial Asthma.—The pathology of bron- 
chial asthma is not quite clear, principally be- 
cause of the scarcity of autopsy material. 
Even if this were available it is doubtful if 
the functional derangement, which plays an 
important part, could be explained. Two 
theories for the origin of asthma have been 
proposed in the past. The older one is the 
theory of bronchiolar spasm. Its relationship 
to allergy is not quite settled. Apparently 
the tendency to asthma is a familial one with 
which the patient is born. It may take years 
before it becomes manifest. The immediate 
exciting factor may be mental or physical 
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strain. Occasionally cases are encountered in 
which the entire picture can be explained on 
the basis of bronchiolar spasm. This is 
called “dry” asthma. These cases are rare. 
The other theory which is of more recent origin 
finds that the basis of asthmatic attacks is 
a catarrhal inflammation with hypersecretion 
and swelling of the mucosa of the respiratory 
tract and transudation from the smallest capil- 
laries into the air passages. Lately the two 
theories have been combined and this com- 
bination theory offers the most logical basis 
for the understanding of asthma. It has been 
found that smooth muscle is not only present 
in the walls of the bronchi and bronchioles, 
but a network of smooth muscle fibres extends 
into the interlobular septa and even into the 
alveolar walls. The venules of the lung have 
also thick muscular coats. Contraction of 


smooth muscle in these regions leads to dila- 
tation of the pulmonary capillaries with conse- 
quent encroachment on the air containing 
alveoli, and actual exudation takes place. 
In the production of asthma both hereditary 
and acquired factors play a rdéle, and it is 


doubtful if one ever operates to the exclusion 
of the other.—Uber das Bronchialasthma, O. 
Miller, Schweiz. med. Wehnschr., June 6, 1942, 
72: 609.—(H. M.) 


Circulation Time in Asthma.—It is pointed 
out that it is very difficult at times to decide 
the cause of attacks of nocturnal dyspnoea. 
The difficulty is accentuated in patients who 
at the time of examination present the raised 
blood pressure, enlarged heart and basal rales 
of left ventricular failure, but whose clinical 
state or known allergic constitution makes a 
diagnosis ef bronchial asthma appear more 
probable. It has been suggested that a de- 
termination of the time taken for the blood to 
flow from the arm to the tongue—arm-to- 
tongue circulation time—is of great help in 
distinguishing between cases of “cardiac 
asthma” and bronchial asthma. Many stud- 
ies have confirmed the observation that in 
patients suffering from attacks of nocturnal 
dyspnoea due to left ventricular failure the 
arm-to-tongue circulation time is persistently 


raised during and between attacks to above 
eighteen seconds (normal rate being nine to 
sixteen seconds). Ina series of over 800 such 
cases Hitzig et al. found a range of from eight- 
een to sixty seconds, with an average of 
thirty-three seconds. The authors, using 5 cc. 
of a sodium dehydrocholate solution (decholin 
or suprachol) which has as its end-point a 
bitter taste, determined the circulation time 
in cases of bronchial asthma. In 21 uncom- 
plicated cases of bronchial asthma the circu- 
lation time was found to be normal, varying 
from ten to fifteen seconds. In 4 cases of 
bronchial asthma with high blood pressure but 
no evidence of heart failure the circulation 
times were found to be twelve, fifteen, eleven 
and fourteen, all normal. In the only case 
with heart failure, secondary to chronic 
asthma and emphysema, the circulation time 
during the early phase of the failure was 
twenty seconds. Two months later, when all 
clinical evidence of heart failure was gone, it 
was still seventeen seconds. It would there- 
fore appear that the determination of the 
circulation time is an invaluable procedure in 
the differential diagnosis of bronchial and 
“cardiac” asthma, being normal in the former 
and persistently prolonged in the latter.— 
The Arm-to-Tongue Circulation Time in 
Chronic Asthma, J.D. Cottrell & D. C. Cuddie, 
Brit. M. J., January 17, 1942, 1: 70.— 
(D. H. C.) 


Treatment of Asthma.—The author treated 
a fairly large number of cases of hay-fever with 
associated asthma. The treatment consisted 
in the giving of injections of the patient’s own 
blood serum. Because of the good results 
obtained in such cases it was decided to use 
this treatment in asthma not associated with 
hay-fever. Two case reports are presented. 
The first case is that of a woman, aged twenty, 
who had almost daily asthmatic attacks for a 
period of three years, requiring adrenaline 
hypodermically for relief. Chest radiograph 
was at first negative but three years after 
onset of the asthmatic attacks a chest radio- 
graph revealed a parenchymal lesion and the 
sputum was found to be positive for tuberculo- 
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sis. She was admitted to a tuberculosis hos- 
pital where a series of twelve injections of her 
own blood serum brought about complete 
relief from asthmatic attacks. The second 
case is that of a nineteen year old male, ad- 
mitted to the hospital for treatment of tu- 
berculosis of the spine. He gave a history of 
bronchitis and asthma since childhood. He 
had severe asthmatic attacks while in the hos- 
pital. He was given a course of twelve injec- 
tions and no asthmatic attack has occurred in 
the intervening four months. The method 
used is as follows: Thirty cc. of the patient’s 
blood is drawn and allowed to clot for about 
two hours at room temperature. It is then 
stored in the refrigerator and serum drawn off 
the top as required and injected subcutane- 
ously. One cc. is first given, followed the 
next day by 1.5 ec. and then 2.0 cc. every 
other day until twelve doses have been given. 
No local or general reaction has been no- 
ticed—Asthma Treated with Patients Blood 
Serum, A. D. Lapp, Brit. M. J., May 2, 1942, 
1: 552.—(D. H. C.) 


Dry Pleurisy and Bronchiectasis.—A prob- 
lem confronting physicians examining young 
men for the services has arisen. It consists in 
those young adults who present themselves 
with a history of pleurisy, usually associated 
with general malaise, pain on breathing or 
coughing, often no family history of pul- 
monary tuberculosis, no sputum and no 
abnormal physical signs in the chest except a 
pleural rub. The chest radiograph is as a 
rule within normal limits. The author ex- 
amined a series of 24 such patients radio- 
graphically, using lipiodol intrabronchially on 
the affected side. Slight but definite bron- 
chiectasis was found in 5of the24 cases. There 
was no clinical evidence of bronchiectasis, such 
as cough, sputum, haemoptysis, or clubbing. 
The 5 case reports are given. In 2 of the 
cases basal infiltration was noted on the first 
radiograph of the chest which cleared by the 
time the next film was taken. All cases were 
studied for tuberculosis and found to be 
negative. This study suggests to the author 
the advisability of a routine bronchogram in 


cases of dry pleurisy of obscure origin. The 
aetiological factor is of importance because of 
subsequent treatment and disposition. The 
cases found to have bronchiectasis do not 
need long convalescence. They are fit for 
service in the forces. The remainder should 
still be treated as tuberculous in origin —A 
New Aspect of Dry Pleurisy, J. Smart, Brit. 
M. J., May 16, 1942, 1: 604.—(D. H. C.) 


Bronchography.—In a study of the litera- 
ture on bronchography two things were noted: 
(1) the methods of introduction of lipiodol into 
the bronchial tree are discussed at great 
length though little detail is given as to pos- 
turing the patient to fill different areas of the 
lung, and (2) the radiographs illustrated often 
show large areas unfilled. The right middle 
lobe and the left lingular lobe (corresponding 
to the right middle lobe) are frequently un- 
filled. Perfect codperation between operator 
and radiographer is very essential. The 
author advises doing one lung at a time. His 
method follows. The patient lies on the X- 
ray couch, with head and shoulders raised 
approximately 30 degrees on several pillows. 
After heating it to just above blood heat in a 
water bath, the iodized oil is introduced (the 
author uses the intratracheal approach), the 
patient being rotated so that the opposite 
shoulder is raised several inches. This pre- 
vents the oil from running into the opposite 
main bronchus. After some 8 to 10 cc. has 
been injected the patient places his two hands 
on the operator’s shoulders, lifts himself to a 
sitting position, still leaning over to the af- 
fected side, and leans forward and sideways 
so that his body is almost parallel with the 
floor. The operator is now kneeling by the 
side of the couch, the patient’s hands on his 
shoulders, the patient’s face looking down into 
his. In this position 6 to 8 cc. of oil is run 
into the middle lobe. After one to two min- 
utes the rest of the oil (6 to 8 cc.) is injected. 
The needle or catheter is then withdrawn, 
the patient quickly lies on the affected side, 
and the foot of the table is rapidly elevated. 
As his head sinks below his heels he moves 
over onto his face, still lying on the affected 
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side. In this way the lung has been filled in 
all its zones, the bronchi of the “four funda- 
mental lobes’”—dorsal, middle, upper and 
lower—being outlined on the affected side. 
Radiographs, anterior-posterior and lateral, 
are now taken. If the middle lobes are sus- 
pected particularly, the foot of the table is 
depressed so that the feet are a little lower 
than the head. A lateral picture is taken in 
this position, the patient lying on the affected 
side, and a P-A film with the patient on his 
face. For visualization of basal bronchi par- 
ticularly, lateral and A-P pictures are taken 
with the patient erect. The opposite side of 
the chest is filled in the same manner some 
seven to ten days later.— Posturing in Bron- 
chography, F. D. Hart, Brit. M. J., July 4, 
1942, 2: 7.—(D. H. C.) 


Congenital Bronchiectases.—A twenty-year 
old man was observed who had been dyspnoeic 
on slight exertion from his childhood onward. 
At the age of fifteen he had started to cough 
and to expectorate first mucopurulent, later 
foul sputum, the amount of which increased to 
900 cc. per day. The sputum was negative 
for tubercle bacilli. Bronchography revealed 
big sacs in the left lower lobe and in the second 
anterior interspace on the right. The diag- 
nosis of bronchiectases on the base of con- 
genital cysts was made for the following rea- 
sons: (1) there was no history of a disease 
which might have accounted for acquired 
bronchiectases; (2) dyspnoea, which had been 
present since early childhood, is one of the 
most frequent signs, as is the sudden ap- 
pearance of abundant sputum and secondary 
infection is the most common complication of 
cysts; (3) bronchography showed round cir- 
cumscribed shadows which are characteristic 
of pulmonary or bronchial cysts.— Bronchiec- 
tastes congénitales, R. Desmeules & G. Léo 
Cété, Laval méd., November, 1942, 7: 457.— 
(G. C. L.) 


Foreign Body in Bronchus.—In a pulmonary 
disease with atypical course, the presence of a 
foreign body should be considered besides 


tuberculosis and carcinoma. The case history 


of a forty-two year old man is given who at the 
age of ten years had aspirated a pin. At the 
age of fifteen he had started to cough and 
expectorate. At the age of thirty he had 
expectorated the pin, which event was followed 
by some relief. Several months later cough 
and expectoration had set in again. When he 
was admitted to the hospital he had lost con- 
siderable weight. The sputum was negative 
for tubercle bacilli; the gastric lavage, how- 
ever, was positive. Lipiodol injection re- 
vealed the presence of cylindric bronchiectases 
throughout the left lung. Emphysema and 
slight cardiac insufficiency were found. Some 
time later a left epididymitis developed. It is 
believed that the bronchial suppuration has 
favored the exacerbation of the tuberculosis.— 
Corps étranger intra-bronchique suivt de bron- 
chectasies et de tuberculose associées, R. Des- 
meules & P. Richard, Laval méd., November, 
1942, 7: 451.—(G. C. L.) 


Subphrenic Abscess.—The subphrenic area 
is bounded above by both leaves of the dia- 
phragm and below by the transverse colon 
and its mesentery. This area is further 
divided into an intraperitoneal area and an 
extraperitoneal area. The liver divides the 
intraperitoneal area into a suprahepatic and an 
infrahepatic area, each of which is composed 
of three smaller limited areas. The supra- 
hepatic intraperitoneal area is composed of 
(1) the right anterior suprahepatic area located 
above the liver, to the right of the coronary 
ligament and in front of the right lateral liga- 
ment; (2) the right posterior suprahepatic 
area, located above the liver and behind the 
right lateral ligament; and (3) the left supra- 
hepatic area located above the liver and to the 
left of the left lateral ligament, which in turn 
is a prolongation to the left of the coronary 
ligament. The infrahepatic intraperitoneal 
area is composed of three lesser and limited 
areas; (1) the right infrahepatic area, located 
below the liver and to the right of the round 
ligament of the liver and the ligament of the 
ductus venosus; (2) the left anterior infra- 
hepatic area, located below the liver and to the 
left of the round ligament and the ligament of 
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the ductus venosus and in front of the stom- 
ach; and (3) the left posterior infrahepatic 
area located below the liver and to the left 
of the round ligament and the ligament of the 
ductus venosus and behind the gastrohepatic 
omentum. The extraperitoneal area is com- 
posed of: (1) the anterior extraperitoneal area, 
located between the anterior external surface 
of the parietal peritoneum and the internal 
surface of the upper anterior abdominal wall 
below the diaphragm. This area may be 
arbitrarily subdivided into a right and left 
side by a midabdominal line. (2) The right 
posterior extraperitoneal area, located between 
the posterior external surface of the parietal 
peritoneum and the upper posterior abdominal 
wall below the diaphragm and to the right of 
the inferior leaf of the coronary ligament. 
This area includes the bare area of the liver. 
(3) The left posterior extraperitoneal area, 
located between the posterior external surface 
of the parietal peritoneum and the upper pos- 
terior abdominal wall below the diaphragm 
and to the left of the inferior leaf of the coro- 
nary ligament. Subphrenic abscess is almost 
- always secondary to suppuration elsewhere 
within the body and generally within the 
abdomen. For this study 139 cases have been 
reviewed. Of these, 44 were due to primary 
disease in the liver and biliary tract, 29 to 
lesions in the appendix, 9 to renal disease and 
8 to disease of the stomach and duodenum. 
The four areas most commonly infected are: 
(1) the right infrahepatic intraperitoneal 
space, which was involved in 35 cases; (2) the 
right posterior suprahepatic intraperitoneal 
space, involved in 22 cases; (3) the right an- 
terior suprahepatic intraperitoneal space, 
involved in 16 cases; and (4) the right pos- 
terior extraperitoneal space involved in 12 
cases. The mode of onset in all cases is 
either sudden, insidious, postoperative or 
recurrent. The greatest number (49 per cent) 
of subphrenic abscesses occurred postoper- 
atively. In any case of persistent elevation 
of temperature of unexplained origin and with 
a history of sepsis, subphrenic abscess should 
be considered. Usually the patient favors 
the affected side by lying on it. Commonly 
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the respiratory movements of the abdominal 
wall on that side are restricted. A visible 
mass may sometimes be seen in the epigastric 
region. Thoracic manifestations may include 
impaired respiratory movement, diaphrag- 
matic pleural pain, spasmodic cough and an 
increase in the respiratory rate. The dia- 
phragm on the involved side is usually high 
in position and motionless. In 51 of the 139 
studied cases the thoracic symptoms were 
predominant. Occasionally the presenting 
signs may be confined to the lumbar region. 
Careful roentgenographic and fluoroscopic 
examination is essential to diagnosis. The 
diaphragm is usually elevated, flattened at its 
dome and relatively motionless. Under- 
neath the diaphragm a gas bubble will often 
be seen. The costophrenic angle frequently 
contains fluid which may indeed be sufficient 
to fill the hemithorax. The ill-defined clinical 
picture of subphrenic abscesses often causes 
great delay in diagnosis. In this series the 
average length of time from the onset of 
symptoms to diagnosis was four months. 
However, in 3 cases more than two years had 
elapsed. Aspiration is a dangerous procedure 
and should be done only immediately before 
operation if it is necessary to do it at all. A 
negative aspiration does not rule out the 
presence of a subphrenic abscess. Systemic 
complications of subphrenic abscess are: (/) 
sepsis, (2) prostration, (3) anaemia and (4) 
cachexia. Abdominal complications are: (1) 
impairment of function of surrounding struc- 
tures; (2) rupture into the general peritoneal 
cavity or retroperitoneally or into a hollow 
viscus. Thoracic complications are: (1) pleu- 
ral effusion, which was present in 36 (25.9 per 
cent) of the cases included in this study; (2) 
empyema, found in 18 (12.9 per cent) of the 
cases; (3) bronchopleural fistula, found in 5 
(3.6 per cent); (4) pulmonary abscess, found 
in 10 (7.2 per cent); (5) pneumonia, found in 
11 (7.9 per cent); (6) pericarditis, found in 
only 3 (2.1 per cent); (7) mediastinitis or 
mediastinal abscess, found only once (0.7 per 
cent) ; (8) pneumothorax or pyopneumothorax, 
found in 9 (6.5 per cent); (9) perforation of 
the diaphragm, found in 8 (5.7 per cent); (10) 
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pulmonary embolism, found only once (0.7 
per cent). Among the 139 cases, 78 had 
thoracic complications. The prognosis is 
favorable in those cases in which the diagnosis 
is made early and adequate drainage estab- 
lished early. The prognosis becomes poor 
when thoracic complications ensue. In the 
presence of intrathoracic complications the 
mortality in this group of patients was 35 per 
cent.—Diagnostic Criteria for Subphrenic Ab- 
scess Based upon a Study of 139 Cases, L. A. 
Hochberg, Ann. Int. Med., August, 1942, 17: 
183.—(A. A. E.) 


Cervical Rib.—The author points out that 
the usual signs that a cervical rib is causing 
trouble are pain and muscular weakness. In 
some instances there are vasospastic phe- 
nomena. A consequence of cervical rib 
which is not so widely known is hyperhidrosis 
of the hand; the sweating here may be very 
profuse and troublesome. In a series of 92 
patients operated upon for symptoms of 
cervical rib, 81 were of the common textbook 
type; 5 were examples of pressure by a first 
rib; 4 showed predominantly vascular symp- 
toms; 2 patients complained of profuse sweat- 
ing of the affected hand. The latter 2 case 
reports are given and in each case prompt and 
complete subsidence of symptoms followed 
operative removal of the rib. The author 
concludes that it is well-nigh certain that the 
explanation of these cases of hyperhidrosis of 
the hand is to be found in the irritation by the 
cervical rib on those sudomotor sympathetic 
fibres which are running in the lower trunk 
of the brachial plexus.—Cervical Rib and 
Hyperhidrosis, E. D. Telford, Brit. M. J., 
July 25, 1942, 2: 96 —(D. H.C.) 


Intrathoracic Lipoma.—A case of intra- 
thoracic lipoma is reported because it is the 
second noted in which asthma was the chief 
complaint and because it is the eighth largest 
of the 25 wholly intrathoracic lipomata now 
on record. The patient was a sixty-two year 
old white male with severe status asthmaticus 
and congestive heart failure of ten days’ dura- 
tion. The patient had had asthma for twenty- 


five years, usually precipitated by acute 
respiratory infections. For ten years he had 
had heart disease. The patient died six days 
after admission to the hospital despite efforts 
to alleviate the asthma by medications and 
bronchoscopic treatment. At autopsy a large 
lipoma was found filling the base of the right 
thorax. It weighed 2,310 g. Its longest 
diameter was 26 cm. The right lung was 
displaced upward and the middle lobe was 
completely atelectatic and contained no pig- 
ment. The left lung was emphysematous. 
It is doubtful whether the lipoma was a pri- 
mary cause of the asthma.—Intrathoracic 
Lipoma: A Case Report, O. Swineford, Jr. & 
C. J. Harkrader, Jr., Ann. Int. Med., July, 
1942, 17: 125.—(A. A. E.) 


Cancer of Lung.—In the last two decades 
it has often been alleged that cancer of the 
lung is increasing in frequency. There are 
two possible ways for measuring an increase 
in a disease. The first of these is the inci- 
dence measurement by which one determines 
either the morbidity or the mortality rate. 
The second is the ratio measurement by which 
the ratio between deaths due to the disease in 
question and the total number of deaths is 
determined. The determination of the ratio 
of deaths to total deaths is fallacious since for 
any one disease the ratio will increase as 
deaths due to other causes decrease. Further- 
more, not all deaths from all diseases are 
properly diagnosed. The methods used to 
determine an increase in cancer of the lung 
all present certain fallacies. (1) The ratio 
of lung cancer autopsies to total autopsies: nu- 
merous investigators have used this method 
but it soon became obvious that fallacies 
existed because of different age groups and 
because only a small number of patients who 
die in a hospital have autopsies performed. 
Thus the incidence of cancer of the lung de- 
termined by autopsies is not a true picture 
of an actual percentage of the population 
affected with cancer of the lung. Further- 
more, autopsies depend upon the physician’s 
zeal to verify or support his diagnosis. A 
further fallacy is that in any statistical deter- 
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mination the ratio can be changed by altering 
the denominator of the fraction as well as by 
altering the numerator. Thus, if fewer autop- 
sies are performed on patients who have died 
of pneumonia, this will be reflected in an 
apparent increase in the number of patients 
dying of cancer of the lungs. (2) The ratio 
of lung cancer autopsies to all cancer autopsies: 
Here again the same objections apply with the 
added factor that the figures will be affected 
by the improvement in therapeutic methods 
in other cancers and the consequently fewer 
autopsies performed. Improvement in ther- 
apy has occurred and more surgery is under- 
taken on gastric and rectal cancer cases, with 
the result that a histological diagnosis has 
been made on surgical specimens. After these 
patients die the surgeon, being quite satisfied 
with the diagnosis, does not urge that an 
autopsy be performed. In attempting to 
determine an apparent increase in cancer of 
the lung it is necessary, therefore, that any- 
thing with which it is being compared remain 
stamdard during the time of comparison. 
Furthermore, in autopsy cases there may be a 
considerable change in the sex ratio in the 
several periods under comparison and if autop- 
sies are performed on more men there should 
be a reflected increase in the incidence of 
cancer of the lung. The following method 
for determining the incidence of cancer of the 
lung and comparing it with the incidence in 
other periods of time is suggested. (1) Sepa- 
rate the lung cancer cases as well as the group 
which is being used as the standard of com- 
parison into two groups according to sex. 
(2) Separate these groups into age groups of 
not more than five-year periods, thus com- 
paring males of the thirty to thirty-four age 
group who have cancer of the lung with males 
of the same’age in the standard group. (3) 
If total cancer cases are to be selected as the 
basis of comparison, use all histologically 
proved cancer cases on the records, whether 
the proof has been made on a biopsy, a surgical 
or an autopsy specimen. (4) Data from all 
hospitals within a state for the two periods 
chosen should be added together and analyzed 
since neither the admissions to one hospital nor 


the autopsies performed in that hospital are 
true samples of the general population of the 
district. If these methods are used it will 
probably be found that diagnosed cancer of 
the lung is increasing but the increase will 
probably be very much smaller than has pre- 
viously been stated.— Has a Real Increase in 
Lung Cancer Been Proved?, Madge T. Mack- 
lin, Ann. Int. Med., August, 1942, 17: 308.— 
(A. A. E.) 


Cancer of Lung.—In the years 1911 to 1939 
there have been 38 cases of primary carcinoma 
of the lung found at autopsy and in the years 
1933 to 1940, 77 cases have been diagnosed 
by bronchoscopic biopsy. The aetiological 
features of carcinoma of the lung have not 
been determined. In the autopsy series, 34 
patients were males and 4 females. In the 
bronchoscopic series 61 were males and 16 
females. The youngest patient was twenty- 
three years of age and the oldest seventy-six. 
The greatest number of cases in both series 
occurred in the ages of forty to sixty, during 
which years approximately 65 per cent of the 
cases were found. Grossly the tumors oc- 
curred most commonly as an infiltrating type 
of lesion beginning at the hilum and extending 
through the parenchyma of the lung. There 
is another general type which is a diffuse 
growth resembling pneumonia or miliary 
tuberculosis, and a third type in which the 
primary tumor is minimal but there are wide- 
spread metastases in the lungs and elsewhere. 
Carcinomata of the lung originate in the 
bronchial mucosa and the most widely ac- 
cepted theory of origin is that of Fried. He 
believes that only the basal cells of the 
bronchial mucosa are concerned in the process 
of regeneration and that these cells serve as 
the sole matrix for bronchogenic carcinomata. 
Squamous cell epitheliomata and basal cell 
epitheliomata of the lung develop through 
protoplasia or indirect metaplasia of the un- 
differentiated basal cell of the bronchial, mu- 
cous membrane. In the autopsy series, the 
tumors were diagnosed as adenoid in 7, squa- 
mous in 9, undifferentiated large polyhedral 
cells in 4, oat cell tumors in 12 and round cell 
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tumors in 6. In the bronchoscopic series, 3 
were considered adenoid, 28 squamous, 13 
large polyhedral cell type, 24 oat cell and 9 
round cell. The usual order of frequency of 
metastases is: (1) regional lymph nodes, (2) 
liver, (3) lungs, (4) bones, (5) kidneys, (6) 
adrenals, (7) pleura, (8) brain, (9) pericar- 
dium, (10) pancreas, (11) cervical lymph 
nodes, (12) heart, (13) thyroid, (14) spleen. 
In the autopsy series the right lung was in- 
volved in 25 cases and the left lung in 13. In 
the bronchoscopic series the right lung was 
involved in 56 cases and the left lung in 21 
cases. Bronchoscopy is the one certain 
method by which carcinoma of the lung can 
be diagnosed early. Nearly 80 per cent of 
these tumors are situated in one of the main 
bronchi in which bronchoscopic visualization 
is possible. Bronchoscopic examination is 
warranted in any patient who has a dry cough, 
wheezing or shortness of breath. One nega- 
tive biopsy report does not exclude the possi- 
bility of carcinoma and bioptic examination 
should be repeated as often as necessary until 
a diagnosis has been established. Bronchos- 


copy is a further aid in localizing the lesion 
and in determining the operability of a given 


tumor. The four cardinal symptoms of 
carcinoma of the lung are cough, haemoptysis, 
pain and dyspnoea. Treatment until recent 
years has consisted of X-radiation, radium 
implantations and fulguration. The latter 
has now been abandoned. In this series 
roentgen therapy has been found to be of little 
value. In only 3 of the 77 cases in the bron- 
choscopic series was surgery considered. In 
one of these a left pneumonectomy was per- 
formed and the patient is still living three 
years after operation. Two lobectomies were 
performed and one of these patients died six 
months after operation and the other, three 
months after operation. Of the 77 cases in 
the bronchoscopic series 76 were dead within 
three to eighteen months from the time the 
diagnosis was made.— Primary Carcinoma of 
the Lung (Report of 115 Cases, 38 Autopstes 
and 77 Bronchoscopic Biopsies), J. A. Per- 
rone & J. P. Levinson, Ann. Int. Med., July, 
1942, 17: 12.—(A. A. E.) 


Cancer of Lung.—In the material under 
consideration, carcinoma of the lung was found 
in 2 per cent of all autopsies on adults, as 
compared to 0.2 per cent thirty yearsago. No 
definite reason for the marked increase has 
been found, although many theories are in 
existence. The sex distribution of male to 
female as four to one is likewise unexplained. 
The commonest age is between fifty-one and 
sixty. Many pathological classifications are 
in use, partly based on gross and partly 
on microscopical pathology. Grossly, three 
forms are differentiated: (1) massive nodular, 
(2) diffusely infiltrating (pneumonic), (3) dif- 
fuse nodular. Usually the tumor is in close 
connection with a larger bronchus. In 20 
out of 117 cases the origin of the tumor was 
away from the bronchus. The circumscribed 
massive lesions are prone to secondary 
changes, namely, necrosis, infection and 
abscess formation. Metastasis is most fre- 
quently by the lymphatic route. Ninety- 
three out of 117 cases showed metastasis in 
the bronchomediastinal lymph nodes. Other 
lymph nodes are also frequently involved, the 
retroperitoneal nodes occupying second place. 
Haematogenous dissemination is also fre- 
quent, the liver being the most frequent site. 
Relatively frequent involvement of the brain 
is explained by the high fat content. This 
supposedly offers good soil for growth of cells 
transported there in the bloodstream. The 
same reasoning applies to the adrenal. Many 
classifications of the microscopical pathology 
are in use. A simple one divides carcinomata 
into the type formed by undifferentiated cells, 
either large or small, and into tumors com- 
posed mainly of differentiated cells, namely 
squamous cell, and cylindrical or adenocar- 
cinoma. These forms show transitions, so 
that metastasis from an _ undifferentiated 
tumor may have the appearance of an adeno- 
carcinoma. Three theories of origin are 
mentioned: (1) the surface epithelium of the 
bronchial tree, (2) the bronchial glandular 
epithelium, (3) the alveolar epithelium. Evi- 
dence indicates that squamous cell carcinomata 
arise from the bronchial surface epithelium. 
The undifferentiated small cell tumors may 
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have the same origin. No definite proof has 
been offered that the adenocarcinomata origi- 
nate from the bronchial glands. No definite 
aetiological agent has been discovered, 
although some irritants undoubtedly give rise 
to carcinomata, such as asbestos dust and 
radium emanation in the Schneeberg mines. 
In experimental animals dusts containing a 
high tar content are often associated with lung 
tumors, but this has not been found true in 
men. Neither can cigarettes be indicted. 
The opinion prevails that the sum of all irri- 
tating gases that man is subjected to to-day, 
including cigarette smoke and exhaust gases, 
together with a constitutional predisposition, 
is the aetiological agent of cancer of the lung.— 
Der Bronchial- und Lungenkrebs, C. Wegelin, 
Schweiz. med. Wehnschr., September 26, 1942, 
72: 1054.—(H. M.) 


Bronchial Carcinoma and Pulmonary Tu- 
berculosis.—In a forty-seven year old man a 
bronchus carcinoma was diagnosed, which 
diagnosis was confirmed by the bronchoscopic 
findings. The gastric lavage was positive 
for tubercle bacilli on two occasions. No 
other signs or symptoms of tuberculosis were 
present. There is no antagonism between 
carcinoma and tuberculosis. It is believed 
that a cancer may produce a state of anergy 
and in this way favor the exacerbation of an 
arrested tuberculosis.—Cancer bronchique et 
tuberculose pulmonaire associés, L. Rousseau & 
G. Léo Cété, Laval méd., November, 1942, 7: 


445.—(G. C. L.) 


Chaulmoogra Oil in Leprosy.—Personal 
observation and a review of the recent litera- 
ture indicate that chaulmoogra oil is of little or 
no value in the treatment of leprosy.— Chaul- 
moogra Oil in the Treatment of Leprosy, G. W. 
McCoy, Pub. Health Rep., November 13, 1942, 
57: 1727.—(A. B. T.) 


Coccidioidomycosis.—The occurrence of 
coccidioidal infection within the human body 
was first described about fifty years ago. It 
was recognized only in its fatal granulomatous 
form until 1937 when the existence of a benign 


primary form of the infection was described 
by Dickson. “The mode of infection has been 
shown to be the inhalation of chlamydospores 
of the fungus Coccidioides immitis. In regions 
where the disease is endemic inhabitants are 
considered to have become infected early in 
life or within the first year of their residence 
in the affected region. Persons of either sex 
at any age may contract the primary infection. 
In from 2 to 5 per cent of these primary in- 
fections there is associated erythema nodosum 
or erythema multiforme. The cutaneous mani- 
festations usually occur within eight to four- 
teen days after the onset of the disease. There 
are no pathognomonic symptoms of the initial 
coccidioidal infection. They closely resemble 
the symptoms of influenza or bronchopneu- 
monia. Histological studies of the primary 
disease in human beings are not available. In 
guinea pigs the pulmonary infection appears 
eight to twenty-one days after inhalation of the 
chlamydospores and is characterized by small 
nodules up to 5 mm. in diameter resembling 
the lesions of miliary tuberculosis. The lesions 
are typical granulomata involving interstitial 
spaces with little or no alveolar exudate. 
Forty cases of primary coccidioidomycosis 
have been observed through the period of 
clinical illness and until the roentgenographic 
pulmonary features had either cleared, re- 
mained stable or progressed. Depending 
upon the amount of infection, acute primary 
coccidioidomycosis varies considerably in the 
degree of pulmonary involvement. In the 
roentgenograms this may be merely a small 
nodular area of opacity or there may be single 
or confluent areas of pneumonitis usually in 
the bases of the lungs. In many instances 
the lesions are exudative in character and 
clear rapidly with occasional residual fibrosis. 
There is a tendency for pulmonary foci of this 
infection to appear as productive lesions and 
then decrease slowly in size, leaving densities 
that suggest caseation and that eventually 
may undergo calcification. Calcified pul- 
monary lesions have been observed in individ- 
uals with positive cutaneous reactions to 
coccidioidin and negative reactions to tuber- 
culin. In some individuals pulmonary cavities 
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become evident and these show a tendency to 
persist. They then assume a characteristic 
thin-walled cystic appearance with little or 
no surrounding pulmonary reaction. Such 
cavities may harbor the endospores of Cocci- 
dioides immitis but apparently do not impair 
the health of the patient. Localized bron- 
chiectasis may be seen. Initial infection is 
sometimes manifested by a primary pleurisy 
with effusion and differs little from that seen 
in tuberculosis save that coccidioides may be 
recovered from the fluid. Progression of the 
primary infection may be acute or chronic. 
The acute dissemination is almost always 
fatal in from a few weeks to several months 
time. Chronic disseminating coccidioidomy- 
cosis (coccidioidal granuloma) has a 50 to 60 
per cent mortality. It is characterized by 
frequently occurring extrapulmonary lesions 
which tend to form abscesses. Recognition of 
primary coccidioidomycosis depends upon the 
possibility of exposure, the characteristic 
roentgenological findings, the positive cuta- 
neous reaction to coccidioidin and the identi- 
fication of Coccidioides immitis in the sputum. 
—Primary Coccidioidomycosis: A Roentgeno- 
graphic Study of 40 Cases, W. A. Winn & G. 
H. Johnson, Ann. Int. Med., September, 1942, 
17: 407. —(A. A. E.) 


Coccidioides in Wild Rodents.—In a study 
carried out on the San Carlos Indian Reserva- 
tion, Arizona, soil and rodents were tested for 
the presence of C. immitis. It had been 
found that 92 per cent of Indian school chil- 
dren in this area reacted to the intracutaneous 
injection of coccidioidin. Cases of disease 
were not available for study. By inoculating 
guinea pigs with suspensions of soil, C. im- 
mitis was isolated from 5 of about 150 samples 
taken in three widely separated areas and 
representing three different types of soil. 
Typical strains of C. immitis were isolated 
from the lung in 15 per cent of pocket mice and 
17 per cent of kangaroo rats. Another fungus, 
Haplosporangium parvum, was isolated in 101 
of 128 rodents with and without lung lesions. 
In a small number of animals both fungi were 
found. The characteristic appearance of 


both fungi are described and illustrated; the 
histology of the lung lesions is discussed. The 
frequency of the infection and the character 
of the lesions support a suggestion that ro- 
dents may constitute a reservoir of coccidioid- 
omycosis important in the distribution and 
epidemiology of the diseaseinman. Evidence 
is presented which suggests that Haplosporan- 
gium parvum is also sometimes aetiologically 
related to granulomata indistinguishable from 
those produced in rodents by C. immitis.— 
The Isolation of Haplosporangium Parvum 
N. Sp. and Coccidioides Immitis from Wild 
Redents, Their Relationship to Coccidioidomy- 
cosis, C. W. Emmons & L. L. Ashburn, Pub. 
Health Rep., November 13, 1942, 57: 1715.— 
(A. B. T.) 


Lung Tumors in Mice.— Previous researches 
by the author had demonstrated that the in- 
cidence of primary lung tumors in mice may 
be increased by the inhalation of certain dusts, 
notably tarred-road dust. In continuation 
of these studies with the intention of seeking 
for stimulators or inhibitors of lung tumors, the 
effects of six prepared “dusts” were studied by 
means of six separate experiments. For each 
experiment 150 mice were used, 75 mice, half 
of each sex, for the dusted group and 75 for the 
controls. The mice were all three months old 
and were obtained from the same mixed stock. 
The sexes were kept separate and the mice 
placed in boxes containing 8 to 10 animals. 
The dusted mice were exposed in a closed 
chamber to a moderate cloud of dust once an 
hour for six times a day five days each week 
for a year. They were allowed to complete 
their span of life. Histological sections were 
made of all lungs and tracheobronchial lymph 
nodes. The results in the six groups follow. 
(1) When precipitated silica containing meth- 
ylcholanthrene (the silica was proved by 
X-ray analysis to be amorphous) was used 
primary lung tumors developed in 15 (23.8 
per cent) of the 63 dusted mice living ten 
months or longer compared with 9 (13.6 per 
cent) of the 66 similar control mice, the inci- 
dence being nearly doubled. (2) When steel 
grindings (75 per cent of the resulting dust was 
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shown to be iron) was used primary lung 
tumors developed in 8 (13.6 per cent) of the 
59 dusted mice, compared with 4 (7.7 per cent) 
of 52 control mice, again almost twice as 
many in the dusted group. This experiment 
was undertaken because there is evidence of a 
relatively high incidence of carcinoma of the 
lung in metal grinders, engineers and foundry 
workers. (3) When a mixture containing 
equal parts of alumina, precipitated silica and 
brown oxide of iron was used primary lung 
tumors developed in 9 (15.8 per cent) of the 
57 dusted mice and 6 (9.2 per cent) of the 65 
control mice, the increase was very slight here. 
Aluminum has already been shown to produce 
an inhibitory effect on the development of 
silicosis in mice. It is possible that the 
alumina may have somewhat retarded the 
action of the silica and iron in stimulating 
the growth of the lung tumors. (4) When a 
radio-active dust obtained from the active ore 
of the Joachimsthal mine (where the incidence 
of human lung cancer is high) was used pri- 
mary lung tumors developed in 13 (20.3 per 
cent) of 64 dusted mice and 1 (2.1 per cent) 
of the 47 control mice—this represents a ten- 
fold increase. Placing the active undiluted 
dust near a group of mice, so that the animals 
were continually exposed to the radiation for 
many days, failed to produce any primary 
lung tumors. (5) When a mixture contain- 
ing equal parts of alumina, precipitated silica, 
brown oxide of iron and calcium carbonate 
was used, primary lung tumors developed in 
12 (19.4 per cent) of the 62 dusted mice and 
none of the 60 control mice. Thus there was 
no evidence of an inhibitory action by the 
alumina or calcium carbonate. (6) When 
tarred-road dust (obtained from a road surface 
five years after tarring had been done and 
eontaining 2 per cent tar) was used primary 
lung tumors developed in 8 (13.1 per cent) of 
the 61 dusted mice and 1 (1.4 per cent) of the 
69 control mice, a ninefold increase. Thus, 
all six dusts or mixtures of dusts tested in- 
ereased the incidence of primary lung tumors 
in mice at least threefold. Histological study 
revealed a fourfold increase in the incidence 
of hyperplasia of lymph tissue in the lungs and 


a threefold increase for tracheobronchial 
lymph nodes in the dusted animals. Silicotic 
nodules were produced in the tracheobronchial 
lymph nodes of mice breathing an amorphous 
silica, thus demonstrating the production of 
silicosis without the crystal unit of quartz.— 
Lung Tumours in Mice: Incidence as Affected 
by Inhalation of Certain Carcinogenic Agents 
and Some Dusts, J. A. Campbell, Brit. M. J., 
February 14, 1942, 1: 217.—(D. H. C.) 


Experimental “Q” Fever in Mice.—Nodu- 
lar and patchy granulomatous lesions com- 
posed chiefly of large mononuclear cells were 
found in spleen, liver, kidneys and adrenals 
of mice infected intranasally or intraperi- 
toneally with the ‘““X”’ strain of the “Q” fever 
virus. A pneumonic reaction characterized 
by early and prominent proliferative changes 
and by the predominance of large and small 
mononuclear cells in the exudate was seen 
only in intranasally inoculated mice. These 
pulmonary changes were similar to those 
described in the lungs of monkeys inoculated 
with the virus of “Q” fever and with excep- 
tions similar to the pneumonic process in a 
fatal human case. Granulomatous lesions in 
mediastinal and retroperitoneal lymph nodes 
were found only in mice inoculated with a sus- 
pension of infected spleen, and not in those 
inoculated with a virus suspension prepared 
from rickettsiae growing on yolksac. Control 
mice were inoculated intranasally with a sus- 
pension of normal yolksac. Pneumonia was 
found in 40 per cent of the control animals as 
compared to 96 per cent of infected mice. 
The pneumonia in the control mice tended to 
be more exudative than proliferative and 
polymorphonuclears predominated in the 
exudate. Nodular granulomatous lesions in 
the liver were seen in 15 per cent of the control 
mice, while they were found in 74 per cent of 
infected mice killed after the third day. No 
comparable lesions were found in the spleen, 
bone marrow, kidneys, adrenals and lymph 
nodes in control mice.—The Histopathology 
of Experimental “Q” Fever in Mice, T. L. 
Perrin & I. A. Bengtson, Pub. Health Rep., 
May 22, 1942, 57: 790.—(A. B. T.) 
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Experimental Phosgene Poisoning.—The 
effects of bronchoscopic aspiration of secre- 
tions and bronchoscopic insufflation of oxygen 
and carbon dioxide in goats which had been 
subjected to phosgene gas were investigated. 
The common finding in those animals which 
died or in those which were killed at the ex- 
piration of three days was a variable degree of 
“consolidation” of the lungs. It was estab- 
lished that two types of inflammatory fluid 
are produced in the lower respiratory tract 
as a result of the action of phosgene gas on the 
tracheobronchial mucous glands and on the 
epithelium of the “respiratory unit.”’ Greatly 
increased mucous secretion occurs in the prox- 
imal airways, and an excessive outpouring of 
clear oedema fluid in the more distal “respira- 
tory unit” spaces. It is suggested that the 
mucous secretion forms plugs in the smaller 
bronchi and bronchioles which, possibly aided 
by swelling of the mucous membrane and 
bronchiolar spasm, cause obstruction and 
retention of oedema fluid in the lung spaces. 
This condition of fluid retention is known as 
“consolidation.” In phosgene poisoning the 
obstructive agent is mucous and thereby it 
differs from respiratory poisoning by chlorine 
and “blistering” gases in which the obstruc- 
tion is caused by shed and necrotic mucous 
membrane.—Bronchoscopic Investigation and 
Treatment of Experimental Cases of Phosgene 
Poisoning in Goats, J. E. G. MeGibbon, Tu- 
bercle, March, 1942, 23: 59.—(E. H. R.) 


Bronchial Effects of Drugs.—Studies of the 
effect of morphine, scopolamine hydrobro- 
mide, atropine sulphate, singly and in combi- 
nation, on the bronchial secretions and 
suppression of the cough reflex were made. 
The dosage used in each case was } grain 
morphine sulphate, ;}9 grain of scopolamine 
hydrobromide and 5 grain of atropine 
sulphate. The clinical experiment was carried 
out on a young white female who presented a 
bronchopleural fistula proven by lipiodol 
studies. Powdered carmine dye was de- 
posited in the bronchial opening two hours 
following the injection of each test dose, and 
the time it took from the deposition of the dye 


until the first appearance in the sputum was 
noted as the appearance time. The results 
indicate that a combination of morphine and 
scopolamine in individualized doses in a ratio 
of 25 to 1 has the least depressant effect upon 
the raising of bronchial secretion and sup- 
pression of the cough reflex.—A Study of the 
Effect of Morphine, Atropine and Scopolamine 
on the Bronchi,O. V. Hibma & A. R. Curreri, 
Surg., Gynec. & Obst., April, 1942, 74: 851.— 
(H. R.) 


Carbon Dioxide in Expired Air.—The par- 
tial pressure of carbon dioxide was determined 
in the expired air in basal metabolism studies. 
Examinations were made on 500 patients in 
whom many consecutive determinations were 
made, giving a total of 2,021 determinations. 
A range of 18 mm. to 22.5 mm. was found. 
There was slight variation, however, in males 
and females. An average partial pressure of 
the carbon dioxide in the expired air is about 
20.0 in females and 20.3 in males. The con- 
centration of the carbon dioxide in the expired 
air showed a slight tendency to fall with ad- 
vancing age.—Concentration of Carbon Dioz- 
ide in Expired Air, P. K. Boyer & C. V. 
Bailey, Arch. Int. Med., May, 1942, 69: 773.— 
(H. R.) 


Subarachnoid Fistula following Thora- 
coplasty.—A case is reported of an unusual 
complication of thoracoplasty, in a forty-one 
year old male. A left apical cavity had per- 
sisted in spite of pneumothorax treatment and 
the sputum had again become positive. After 
discontinuation of the pneumothorax, re- 
expansion of the lung was slow and a hydro- 
pneumothorax pocket persisted over the left 
lower lobe. Thoracoplasty was recom- 
mended. The first stage was uneventful, 
but during the second stage a small spurt of 
fluid was noted as the fourth transverse proc- 
ess was removed. It was thought to come 
from the pleural cavity and was ignored. 
Following the operation, the patient developed 
occipital headache and dizziness and a fluc- 
tuating non-tender swelling appeared at the 
angle of the scapula. This area, on being 
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tapped, yielded 350 cc. of water-clear fluid. 
The swelling recurred in four days and again 
yielded similar fluid, later identified as spinal 
fluid. Following compression applied over 
the fourth transverse process for a few days 
and elevation of the foot of the bed for a 
month, the symptoms gradually disappeared. 
Six months later attacks of dizziness and 
syncope were experienced on stretching the 
left arm upward and backward; this move- 
ment was found to raise the spinal fluid pres- 
sure from a level of 10 to 30 mm. of mercury. 
This led to the impression that a sinus was 
present between the spinal canal and the left 
subscapular area, where a collection of fluid 
was compressed by certain arm movements, 
with resultant rise in spinal fluid pressure. 
A third operation revealed this fluid pocket 
between parietal pleura and intercostal mus- 
cles. An opening into this cavity 4 mm. in 
diameter was present at the site of the fourth 
transverse process; the intercostal nerve ap- 
peared to have degenerated. The lining of 
the cavity was removed and the fistula closed 
and sealed with a flap of muscle and fascia; 
the fifth and sixth ribs were also removed to 
improve the pulmonary collapse. Although 
there was no recurrence of the fluid leak, a 
fourth stage was necessary and at this time no 
evidence of the fistula could be found. The 
patient made steady clinical improvement and 
was finally discharged. The thecal fistula 
was apparently caused by failure to free the 
fourth transverse process sufficiently of sur- 
rounding tissues to prevent their injury, re- 
moval of the process closer to the vertebra 
than usual, and prolongation of the dura and 
arachnoid membrane to a greater distance 
than usual along the intercostal nerve. That 
this last may occur was demonstrated by the 
injection of radiopaque material into the 
spinal canals of three cadavers; in one of them 
the substance extended along an intercostal 
nerve for several inches.— Leakage of Spinal 
Fluid during Thoracoplasty with Subsequent 
Formation of Subarachnoid Fistula, J. E. 
Strode & H. H. Walker, J. Thoracic Surg., 
August, 1941, 10: 701.—(D. G. F.) 
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Thoracoplasty in Diabetics——The results 
obtained by thoracoplasty in 11 diabetic pa- 
tients are reviewed. Five of these cases had 
moderately advanced and 6 had advanced 
tuberculosis; the diabetes was mild in 4 cases 
and moderately severe or severe in 7. Two 
one-stage operations were performed, 6 were 
performed in two stages and 3 in three stages. 
All tolerated the procedure well and there 
were no immediate postoperative deaths. 
Three died at a later date of cardiac failure 
resulting from extensive fibrosis, coronary 
thrombosis and massive haemoptysis, respec- 
tively. Three patients are working and 5 are 
convalescing. Of 6 patients with positive 
sputum preoperatively, 4 became negative 
after surgery. The carbohydrate tolerance 
was reduced in 6 instances following surgery 
and was increased in 3, as based on the ratio 
of grams of available glucose in the diet to 
units of insulin required before operation 
and after satisfactory contro] was established 
following the last stage. The time required 
to control the diabetes tended to lessen follow- 
ing each stage of the thoracoplasty. This 
may have been due to the greater shock at- 
tendant upon the first stage, as well as the 
greater degree of collapse of the diseased lung, 
with accompanying autotuberculinization. 
Following the second stage there is an added 
degree of tuberculinization, but the operation 
is shorter and less shocking. In the interval 
between the stages there is also some improve- 
ment in the tuberculosis, with lessened toxae- 
mia and resultant improvement in the dia- 
betes. Thoracoplasty is a useful procedure 
for control of the tuberculous diabetic pa- 
tient but careful preparation before each stage 
and close postoperative observation are neces- 
sary. The diabetic commonly tolerates chest 
surgery well, but increased control of the in- 
fectious process does not necessarily result 
in an improved diabetic status.—Thoraco- 
plasty in the Tuberculous Diabetic Patient: A 
Clinical Study, G. C. Thosteson & R. M. 
McKean, J. Thoracic Surg., August, 1941, 
10: 682.—(D. G. F.) 
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Chylothorax.—The chief cause of chylo- 
thorax is trauma, as in fractures of vertebrae 
or ribs, or hyperextension of the spine with 
resultant injury to the thoracic duct. Other 
causes include neoplasms and granulomata, 
thrombosis of the left subclavian vein, per- 
forating lymphangitis, duct aneurysm, cirrho- 
sis of the liver and filarial infection. Special 
symptoms of traumatic chylothorax include 
a delay in onset of two to forty days following 
injury (due to the time required for the initial 
extravasation, the “retropleural chyloma,”’ to 
penetrate the pleural wall), collapse or shock, 
inanition, oliguria and thirst. Diagnosis is 
established by the aspiration of chyle. Treat- 
ment consists essentially of aspiration and, if 
possible, intravenous reinfusion; in early 
stages the retropleural chyloma may be 
drained extrapleurally after thoracotomy. 
Since the predominant position of injury to 
the duct is at the level of the diaphragm, 
phrenicotomy or phrenic crushing is suggested 
when repeated aspiration and intravenous 
reinfusion fail to produce the proper response; 
by this means the stoma may be walled off by 
elevation of the diaphragm with resultant 
diminished respiration and altered crural 
sulcus. This form of therapy was used in the 
case of a fifty-six year old Italian male with a 
chylothorax. Symptoms consisted of non- 
radiating epigastric pain, cough, moderate 
dyspnoea on exertion and weight loss of three 
to four months’ duration. He had been re- 
ceiving intravenous injections, presumably 
for syphilis. On admission to the hospital 
he was moderately emaciated, there was fluid 
accumulation in the right chest, systolic and 
presystolic murmurs were heard at the apex, 
and blood pressure readings taken on both 
arms were 130/55 and 95/50 on the right 
and left arm respectively. Kahn, Wasser- 
man and Hinton tests were positive. There 
was low-grade temperature elevation. A 
questionable tumor seen by fluoroscopy in the 
right mediastinum may have been the retro- 
pleural chyloma. Repeated aspirations of 
chylous fluid from the right chest were made, 
a total of seventeen aspirations over a period 


of eight months and as many readmissions to 
the hospital resulting in the removal of 27.5 
liters of chyle. Scharlach-R given orally ap- 
peared in the chylous fluid on the following 
day. A right phrenicotomy was finally per- 
formed and resulted in alleviation of the 
chylothorax symptoms. The patient was re- 
admitted seven months later, however, and 
died in cardiac failure. Autopsy revealed 
almost complete obliteration of the right 
pleural cavity except for a small collection of 
chylous fluid posteriorly; an opening 1.5 mm. 
in diameter was present in the thoracic duct 
over the eighth thoracic vertebra. Death was 
due to cardiovascular syphilis and failure. 
The effect of phrenicotomy on low thoracic 
duct perforations is apparently due to elonga- 
tion and narrowing of the crural] sulcus bring- 
ing the diaphragmatic and mediastinal parietal 
pleural surfaces into apposition. Limitation 
of respiratory movements probably diminishes 
the aspirating action on the open duct as well, 
and may favor clotting of the lymph by elimi- 
nating a defibrinating action ascribed to these 
movements in haemothorax cases.—Chylo- 
thorax: Report of Case Arrested by Phreni- 
cotomy, S. J. G. Nowak & P. N. Barton, J. 
Thoracic Surg., August, 1941, 10: 628.—(D. 
G, F.) 


Oleothorax.—Improved methods of col- 
lapse therapy, including thoracoplasty, have 
changed the viewpoint about the use of oleo- 


thorax. Often the latter becomes an inter- 
mediary stage in cases in which surgery is 
eventually done and is usually detrimental to 
the final result. In pleural effusion with a 
minimal subpleural lesion, there is no reason 
to induce an oleothorax, nor any rationale 
even for producing a hydropneumothorax. 
When the effusion is associated with an ex- 
tensive lesion, pneumothorax should be used 
and, if an obliterative pleuritis occurs, ex- 
trapleural thoracoplasty seems the most in- 
telligent means of attack in the presence of 
pulmonary disease only partly controlled. 
The use of oleothorax in cases of rapid ab- 
sorption of air, leading to obliteration of the 
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pneumothorax, is thought unnecessary, and 
may interfere with the effectiveness of a sub- 
sequent thoracoplasty. Its use in obliterative 
pleuritis involves a definite danger; a case is 
cited in which empyema and bronchopleural 
fistula followed, aggravated by the oil. Oleo- 
thorax with medicated oils, used as a preven- 
tive procedure, assumes that such treatment 
will prevent the occurrence of hydrothorax or 
empyema, but this is by no means proven; 
the best approach to empyema itself is thora- 
coplasty. Use of oil in fixing a mobile medias- 
tinum depends on the irritant character of the 
oil, but in such cases a successful pneumo- 
thorax is eventually possible without the use 
of irritant foreign material. Its use in col- 
lapsing rigid-walled cavities may have tem- 
porary benefits, but it is this type of patient 
that eventually obtains the greatest benefit 
from thoracoplasty. Four cases are reported 
in whom oleothorax failed, and in whom extra- 
pleural thoracoplasty should have been the 
treatment of choice. Thoracoplasty is indi- 
cated particularly in patients with moderate 
to advanced unilateral tuberculosis, progres- 
sive and adhesive pleuritis and thick-walled 
cavities.—W hen Is Oleothorax Indicated?, R. J. 
Collins & G. F. Skinner, J. Thoracic Surg., 
August, 1941, 10: 675.—(D. G. F.) 


Empyema and Unexpanded Lung.—A study 
was made of 137 patients with tuberculous and 
mixed tuberculous empyema, representing 
0.91 per cent of 15,000 tuberculous patients 
admitted to Bellevue in five years, and 7.8 per 
cent of 1,750 initial pneumothoraces given; an 
additional 30 cases treated surgically in the 
previous five years were included; 143 (85.7 
per cent) of these 167 cases were complications 
of artificial pneumothorax and the remainder 
followed spontaneous pneumothorax. One- 
half of the cases complicating artificial pneu- 
mothorax had straight tuberculous empyema, 
and 58 of these developed it following the pro- 
gression of effusions incident to the pneumo- 
thorax. Closed pneumonolysis was the cause 
in 3 cases, and neglected reéxpansion in 9. 
Twenty cases were cured, 5 (25 per cent) 
were unimproved, and 6 (30 per cent) died. 


In 11 of this group thoracotomy was done in 
addition to thoracoplasty, and this group in- 
cluded 5 of the 6 deaths; open drainage brings 
in its wake pyogenic infection and its compli- 
cations. To study the relation of lung re- 
expansion to empyema, a group of 98 cases 
with artificial pneumothorax for two to eight 
years or more, with negative sputum, and who 
had reached the stage of reéxpansion were 
studied. Nineteen cases failed to reéxpand 
and 13 (42.2 per cent) were found to have had 
empyema during the course of pneumothorax. 
Seven cases were classified as expanding, 
and 2 (28.5 per cent) of these had had em- 
pyema. Of 72 cases that had reéxpanded, 
only 3 (4.2 per cent) had had empyema. All 
these patients had simple empyemata which 
were treated by tapping or irrigation. Ina 
group of 20 patients who received oleothorax 
for empyema, only 3 reéxpanded to obliterate 
the pleural cavity; 11 failed to reéxpand and 
four have been collapsed by thoracoplasty. 
Since most tuberculous empyemata follow 
persistent pleural effusion, the appearance of 
the latter should serve as a warning and at- 
tempts made to avoid empyema. If collapse 
is inadequate, thoracoplasty should be con- 
sidered; other means of collapse should also 
be considered if the pulmonary lesion is such 
that reéxpansion would be hindered. When 
empyema has developed, nonsurgical treat- 
ment should be reserved for those cases with 
good collapse and a type of lesion permitting 
of reéxpansion Even here, however, there is 
a probability that an unexpanded lung will 
result. Of the 71 cases with mixed tubercu- 
lous empyema, 4 were fourd to have developed 
in the presence of an unexpanded lung. 
Other causes included infection during treat- 
ment of straight tuberculous empyema, pneu- 
monolysis, refills and spontaneous pneumo- 
thorax. Bronchopleural fistulae were present 
in half the cases. Refills per se seem less 
likely a cause than associated spontaneous 
pneumothorax, possibly due to tearing of ad- 
herent lung; of 6 patients developing empyema 
soon after refill, 4 had bronchopleural fistulae. 
Of 14 cases treated nonsurgically, only 2 were 
rendered sterile; the others were unimproved 
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or died. Of 57 patients treated surgically, 
17.5 per cent were cured, 47.3 per cent died 
and 12 per cent are improved. Of those 
cases whose condition permitted thoraco- 
plasty, 33 per cent died while of those treated 
with only intercostal drainage or thoracotomy, 
79 per cent died. Of the deaths 6 were due to 
the operative procedure while 18 died of 
sepsis or progressive tuberculosis. Tapping 
and irrigation may be utilized to treat cases of 
mixed empyema in the absence of broncho- 
pleural fistula, but if the sepsis and pyogenic 
infection is not controlled within a week, 
thoracoplasty should be performed without 
delay. The presence of a _bronchopleural 
fistula is an indication for prompt surgical 
drainage followed by thoracoplasty.— Em- 
pyema and the Unexpanded Lung following 
Artificial Pneumothorax for Tuberculosis, E. 
P. Eglee & R. H. Wylie, J. Thoracic Surg., 
August, 1941, 10: 608.—(D. G. F.) 


Recurrent Spontaneous Pneumothorax.— 
A case is reported of a thirty year old male 
with a history of five attacks of right spon- 
taneous pneumothorax over a period of two 
years, and in whom an emphysematous bleb 
on the right upper lobe was seen roentgeno- 
graphically. After the fourth attack, which 
resulted in a right tension pneumothorax, a 
pneumonolysis was done to sever an adhesion 
which was thought to play some part in pre- 
venting closure of the lung perforation. This 
did not, however, prevent recurrence a month 
later when another adhesion was found to have 
formed. At this time the fifth rib was re- 
sected and a bleb, 5 cm. in diameter, was tied 
off and removed from the lateral aspect of the 
apex of the right upper lobe; an adhesion to 
this point was cut away. Postoperatively, 
some fluid accumulated in the right pleural 
cavity; this was tapped. The patient gradu- 
ally improved and returned to work, and there 
have been no further symptoms for a period of 
three and one-half years. The direct surgical 
approach seems justified in patients subject 
to recurrences, and especially those in whom 
tension pneumothorax is a menace. The 
method is more certain to cure since the le- 


sion can be eradicated and pleural adhesions 
can be obtained more certainly by rubbing the 
pleural surfaces with gauze —The Surgical 
Treatment of Recurrent Idiopathic Spontane- 
ous Pneumothoraz, M. D. Tyson & W. B. 
Crandall, J. Thoracic Surg., June, 1941, 10: 
566.—(D. G. F.) 


Bronchospirography.—The catheter used 
consists essentially of a soft rubber tube con- 
taining two channels, one of which, the bron- 
chial channel, is 9 cm. longer than the other, 
or tracheal channel. Close to the end of the 
former there is a small, inflatable rubber bag 
fed by a capillary air lead; a similar bag is 
present around the entire catheter just above 
the opening of the tracheal channel. A piece 
of flexible steel plate near the bronchial end 
permits angulation of the catheter at the angle 
of junction of the trachea and left bronchus 
into which it is inserted. Since the main 
right bronchus begins to branch about 2 cm. 
from its junction with the trachea, the left 
bronchus, which is longer, is used in prefer- 
ence to the right to eliminate the danger of 
blockage of a bronchial branch with resultant 
error. The patient, previously prepared with 
atropine administered hypodermically and 
oral sedation, and with his mouth carefully 
cleansed, is seated behind the fluoroscopic 
screen. Following fluoroscopy to check for 
abnormalities and extent of disease, the 
pharynx is anaesthetized by spraying with 
nupercaine. The larynx, trachea and left 
bronchus are then anaesthetized with co- 
caine. The bronchial end of the catheter is 
bent to conform with the angle of the left 
tracheobronchial junction and is inserted into 
the trachea with the aid of laryngeal mirror 
and a stilet inserted into the catheter. The 
stilet is then removed and the intubation 
completed under fluoroscopic control. The 
tip of the catheter is inserted to a point 3 to 4 
cm. from the tracheal bifurcation. The bron- 
chial and tracheal ends of the catheter are 
attached to their respective spirometers, the 
valves turned on, and the rubber bags inflated 
by way of the capillary leads connected to 
manometers. A slight fluctuation of the 
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mercury in the manometer is seen when the 
bag is sufficiently inflated; the leads are then 
clamped. Intubation should not be per- 
formed in patients with tuberculous ulcera- 
tion of the airways, or in those who are 
severely dyspnoeic or very ill.—Broncho- 
spirography. 1. Description of the Catheter 
and the Technique of Intubation, W. A. Zavod, 
J. Thoracic Surg., October, 1940, 10: 27.—(D. 
G. F.) 


Lobectomy and Pneumonectomy in Tu- 
berculosis.—Seven cases are reported, 4 of 
pneumonectomy and 3 of right upper lobe 
lobectomy for pulmonary tuberculosis. A 
few of these cases are follow-ups of cases 
previously reported. All4 patients who under- 
went pneumonectomy had early or late con- 
tralateral spread; 2 are dead and the remain- 
der will probably never recover. Only one of 
these patients had apreliminary thoracoplasty. 
Of those patients who underwent lobectomy 
one is well after five years, another after sev- 
eral years is also well, but his sputum is occa- 
sionally positive on concentration, and the 
third is well after six months. The last 2 had 
preliminary thoracoplasties. It is felt that 
thoracoplasty should precede lung removal in 
all cases. The procedure improves the gen- 
eral condition of the patient and may, at 
times, render the pneumonectomy unneces- 
sary. It also simplifies the operation by 
shortening the incision necessary, making the 
hilum more readily available, and permitting 
the chest wall to be left open without danger 
of mediastinal pendulation or pus retention 
in fibrin pockets. The danger of an over- 
whelming toxaemia from postoperative sup- 
purative pleuritis is reduced. In addition to 
preliminary thoracoplasty with extrafascial 
apicolysis, other recommendations include 
serial dissection of hilar structures where pos- 
sible, the use of great care in closing and bury- 
ing the bronchus, and doing this at the earliest 
possible moment, immediate open drainage 
of the pleural cavity, painstaking removal by 
suction of all possible infectious material from 
the respiratory tract before the patient leaves 


the table, the use of a minimum of manipula- 
tion of the affected lobes or lung, and insist- 
ence that the patient cough efficiently through 
the early postoperative hours. Most of these 
precautions are designed to prevent contra- 
lateral spread. In addition, bronchoscopic 
aspiration of involved lobes where practicable 
immediately preceding the excision, together 
with use of the Trendelenburg position and 
isolation of the uninvolved lung by means of 
an intratracheal tube fitted with an air-tight 
cuff, help to combat this danger. At the 
present time, lung removal should be limited 
to the patients in whom no other satisfactory 
treatment is available and in whom the 
mediastinum and chest wall have been sta- 
bilized and residual potential empyema space 
reduced to a minimum.—Exzperiences with 
Lobectomy and Pneumonectomy in Pulmonary 
Tuberculosis, F. S. Dolley & J. C. Jones, J. 
Thoracic Surg., October, 1940, 10: 102.— 
(D. G. F.) 


Extrapleural Pneumothorax.—In a series 
of 77 cases of extrapleural pneumothorax, 
sputum conversion and cavity closure oc- 
curred in 50 (64.9 per cent). The results 
were poor in 19 (24.7 per cent), but 3 of these 
cases improved following thoracoplasty. 
Death occurred in 8 cases (10.4 per cent), 
5 of which were considered postoperative due 
to exhaustion and right heart failure, sug- 
gesting improper case selection. Fifteen 
cases have been converted to oleothorax, the 
shortest interval being three months. Bron- 
chopleural fistulae occurred in 5 cases; in 
all of these and in 4 additional cases the space 
became infected with tubercle bacilli. Pyo- 
genic infection occurred in 6 patients, one of 
whom died. Cerebral embolism, probably 
due to air, occurred once and resulted in a 
transient hemiplegia. Indications for the pro- 
cedure are the presence of cavities or areas of 
infiltration in the upper lung field where in- 
trapleural pneumothorax is impossible or 
inefficient due to extensive adhesions, cases 
in which there is urgent necessity for controll- 
ing severe haemoptysis, in which there are 


in 
re 
is 
Dp 
el 
p 
al 
fi 
Cs 
e} 
d 
: ge 
rege 8 
fr 
t] 
t] 
b 
le 
ti 
P 
I 
¢ 


ABSTRACTS 85 


infiltrations without cavitation which fail to 
respond to bed-rest, in which thoracoplasty 
is considered too dangerous or in very young 
patients. Advantages of this procedure in- 
clude a relatively selective collapse, a greater 
possibility of continuing collapse of diseased 
areas than after thoracoplasty, a smaller en- 
croachment on normal lung tissue, especially 
when bilateral and a lesser degree of dis- 
figurement. Contraindications include large 
cavities close to the lung periphery, which are 
potentially dangerous, extensive pulmonary or 
extrapulmonary disease, low vital capacity, 
dense lesions unlikely to collapse and dense 
scarring encountered during operation, mak- 
ing separation impossible or dangerous. In 
general, the results of the procedure are con- 
sidered satisfactory.—Fxtrapleural Pneumo- 
thorax, E. C. Janes, D. B. Aitchison & A. 
Forsberg, J. Thoracic Surg., October, 1940, 10: 
8.—(D. G. F.) 


Tuberculosis of Kidney.—The question has 
frequently been discussed whether genito- 
urinary tuberculosis should be compensable if 
there is evidence of previous tuberculosis 
elsewhere. To settle this question, 260 cases 
of renal tuberculosis were analyzed. Seventy- 
three cases showed evidence of previous tu- 
berculous lesions in other organs. These 
lesions antedated the renal disease by from 
two to forty years. In 187 cases there was no 
past history or evidence of previous tubercu- 
losis. If, therefore, in over two-thirds of the 
eases there is no antecedent tuberculosis, we 
must not conclude that the seeding of the 
kidney of those with other clinical tuberculosis 
must have taken place at the same time. 
Stronger proof yet is afforded by case reports 
of proven genital tuberculosis in the male 
where renal tuberculosis developed many 
years later. When the surgically removed 
kidney was examined, an approximate estima- 
tion of the age of the renal lesion showed it to 
be much younger than the other foci. We 
cannot, therefore, conclude that all haemato- 
genous foci originate at the same time, and the 
Army should undertake to compensate those 


cases who show symptoms of renal tuberculo- 
sis for the first time provided they have been 
in service for at least several months.— 
Beitrige zur Altersbestimmung der Nicren- 
tuberkulose, F. Suter, Schweiz. med. Wchn- 
schr., August 15, 1942, 72: 885.—(H. M.) 


Survey of Tuberculosis.—Using standard 
size X-ray films, it has been found that ap- 
proximately 1 per cent of men enlisting in the 
Canadian Army were rejected because of 
pulmonary tuberculosis between September, 
1939 and March, 1942. Thus, out of 400,000 
men on whom films were made, 3,969 were 
rejected because sufficient evidence of tubercu- 
losis in various stages was shown. It was 
also demonstrated that physical signs and 
symptoms were of little value as compared to 
X-ray examination in the minimal group but, 
as the amount of disease increased, so also did 
the number of cases discovered by physical 
examination. During this same period of 
time 114 cases of clinical tuberculosis de- 
veloped in the Canadian Army, most of whom 
were passed by the physical and X-ray ex- 
amination as having either negative chests 
(9.6) or very small lesions (8). This very 
small percentage of small lesions breaking 
down therefore has led to the continued en- 
listment of men with such lesions. It was also 
noted that the period between the onset of 
symptoms and firal diagnosis in active cases 
in the Army was much shorter than it is in 
the civilian population, due partly to the free 
medical service and care of dependents which 
brings the soldier to the physician early.— 
Tuberculosis in the Canadian Army, W. P. 
Warner, Canad. M. A. J., September, 1942, 
47: 193.—(W. G. C. M.) 


Abscess of Lung.—A surgical technique is 
presented by means of which 12 patients 
with pulmonary abscess were treated over a 
period of five years. Only 2 of the patients 
(16.7 per cent) died, and both of them were 
elderly men and desperate risks. All but 2 
of the abscesses so treated were chronic, most 
of the cases having been submitted for treat- 
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ment during this stage. This delay is felt to 
be a mistake. In spite of the fact that about 
one-third of patients with acute pulmonary 
abscess recover without special treatment, 
early operation is indicated following a rea- 
sonable period of conservative therapy. A 
three- or four-stage operation is described. 
During the first stage, adequate access to the 
involved lung is provided, three ribs being 
removed but the pleura left intact. Precau- 
tions taken to avoid infection include treat- 
ment of the wound with B.I.P.P. (one part of 
bismuth subnitrate, two parts of iodoform 
powder and about one part of liquid paraffin), 
followed by pressure packing with gauze 
soaked in paraffin and a small amount of the 
same substance. This compresses the cavity 
and insures fixation of the parietal pleura to 
the lung surface. B.I.P.P. is harmless to 
tissues and makes the wound highly resistant 
to infection. Dehydration of the surface 
tissues with alcohol is required before it is 
applied. During the second stage, performed 
eight to twelve days later, the pleura and lung 
over the abscess cavity is removed. The 
cavity is firmly packed with paraffin gauze 
rubbed with B.I.P.P. in order to reduce the 
oedema accompanying the pneumonitis sur- 
rounding the abscess cavity. Almost com- 
plete arrest of cough and sputum is to be ex- 
pected after this stage. A third stage, not 
always necessary, involves removal of the 
packs and inspection of the cavity after six 
to twelve days, followed by lighter repacking 
of the cavity if necessary, and repacking of 
the chest wall. During the final stage, eight 
to ten days later, a pedicle flap of chest muscle 
is transplanted into the residual abscess cav- 
ity, obliterating it and its bronchial openings. 
Despite the number of stages, the average 
postoperative period was 47.2 days. Except 
for the occurrence of bronchopneumonia in 
one case, there were no postoperative com- 
plications, such as empyema or persistent 
bronchial fistula. The employment of B.I.- 
P.P. and parafiin gauze packing is an essential 
feature of the technique.——Pulmonary Abs- 
cess; A Specific Method of Treatment Ap- 
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plicable to Both Acute and Chronic Lesions, 
F. B. Gurd, J. Thoracic Surg., October, 1941, 
11: 1.—(D. G. F.) 


Cancer of Lung.—The clinical features of 
115 autoptically proven cases of carcinoma of 
the lung are analyzed. No one symptom 
was present in all the cases. The sympto- 
matology was neither uniform nor characteris- 
tic. The most frequent symptoms are in- 
definite affections of the respiratory tract, 
and the more characteristic features of car- 
cinoma in general are lacking until the case is 
well advanced. Many cases were diagnosed 
only accidentally at autopsy and some are 
found only after metastatic foci, especially 
in the brain, lead to a search for the primary 
tumor. The symptoms in order of frequency 
are cough, sputum, which may or may not be 
bloody, dyspnoea or a sensation of tightness 
in the chest, from pleural effusion, pain in the 
chest or back, or symptoms due to pressure on 
nerves or blood vessels. The latter symptoms 
are all due to extension of the tumor to re- 
gional nodes and the pleura, and the early 
diagnosis of carcinoma of the lung is difficult, 
and the survivals are few. The best aids in 
early diagnosis are X-ray and bronchoscopy. 
—Die Klinik des Bronchial-und Lungen- 
krebses, R. Staehelin, Schweiz. med. Wchnschr., 
September 26, 1942, 72: 1062.—(H. M.) 


Cancer of Lung.—The increasing incidence 
of carcinoma in general has been unduly 
stressed in the past. If the mortality figures 
are standardized, it is evident that for identi- 
cal age groups there is no increase in frequency 
at all. The greater case load in cancer hos- 
pitals and clinics only reflects the increasing 
age of the population. However, there has 
been a relative increase in the incidence of 
carcinoma of the lung in the male at the ex- 
pense of carcinoma of the stomach and of the 
oesophagus. In the city of Ziirich, the male 
mortality due to carcinoma of the lung be- 
tween 1926 and 1931 was 7.9 per hundred 
thousand whereas it was 2.7 per hundred 
thousand from 1896 to 1905. From the point 
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of view of the radiologist, carcinoma of the 
lung presents the problem of diagnosis and 
treatment. The value of X-ray in diagnosis 
is universally accepted. X-ray therapy can- 
not prolong life, but is often followed by a 
good symptomatic improvement which en- 
ables patients to live their span of life in 
greater comfort. Only 22 out of 79 patients 
followed at the clinic lived longer than twelve 
months after the onset, but 15 patients be- 
came eupathic following treatment, that is 
they were restored to a state of health and 
efficiency in proportion to their age. Only 3 
of the patients under observation lived longer 
than five years, and in them the diagnosis 
was not definitely proven. When distant 
metastases have occurred, even short sympto- 
matic improvement rarely follows X-ray 
therapy.—Bronchialkrebs und Lwungenkrebs, 


H. Schinz, Schweiz. med. Wchnschr., September 
26, 1942, 72: 1067.—(H. M.) 


Pulmonary Embolism.—The problem of 
pulmonary embolism is fundamentally the 
problem of venous thrombosis. Experiment- 
ally it was demonstrated that reduction in the 
speed of blood flow is one of the most im- 
portant mechanisms leading to venous throm- 
bosis. Clinical experience has taught the 
authors to institute breathing and leg exer- 
cises very early in the postoperative treat- 
ment, preferably the same evening or the 
morning after operation. This has proved 
to be of definite advantage in lowering the 
incidence of postoperative venous thrombosis 
and pulmonary embolism.— Pulmonary Em- 
bolism, W. Potts & S. Smith, Arch. Surg., 
January, 1943, 46: 27.—(H. M.) 
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SANATORIUM 


(Maryknoll Sisters) 
MONROVIA, CALIFORNIA 


* A sanatorium for the treatment of tu- 
berculosis and other diseases of the lungs. 
Located in the foothills of the Sierra 
Madre Mountains. Southern exposure. 
Accommodations are private, modern, 
and comfortable. Rates are moderate. 
General care of patient is conducive to 
physical and mental well being. 
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Superiniendent 


E. W. Haygs, M.D. 
Medical Director 
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This popular book— 
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—has been revised by 
its author 


FRED H. HEISE, M.D. 


Medical Director, Trudeau Sanatorium, 
Saranac Lake, N.Y. 
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Price $1.00 


Today, as Never Before ... 
You Need the Extra Strength 
and Dependability of these 
TEMPGLASS ”’ 
FAICHNEY THERMOMETERS 


A wartime economy demands judicious buying 
of clinical thermometers as well as all other 
tyne of sanatorium supplies . . . to help reduce 
the need for replacements as well as for maxi- 
mum serviceability. 


“‘TEMPGLASS” Thermometers, designed es- 
pecially for sanatorium use, not only have high 
resistance to breakage, due to our unique tem- 
ring process, but they are also EASIER TO 
AD because temperature calibrations are 
spaced 25% farther apart than on ordinary 
clinical thermometers. And every thermom- 
yd is ‘‘Shake Tested”’ for quick, easy shake- 
own. 


Prices: Tempgiass, any style bulb: 
perdoz ... $6.50; per gross .... $72.00 


We can still make prompt deliveries. Order 
today. 


FAICHNEY INSTRUMENT CORP. 


WATERTOWN, NEW YORK 
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tric and duodenal 
ulcer eee 
as a palatable cereal food of high nutritional value has the following a 
advantages: (1) rich in iron and calcium; (2) a good source of the § 
vitamin B complex; (3) low fiber content and (4) convenience. 3 
Pablum is convenient because it requires no cooking. Thus, the patient 
can prepare his meal at the office or shop simply by adding milk at any 
temperature. Pablum absorbs about 12 times its own weight of milk, © 
so that it offers a good vehicle for milk. 2 
In ulcerative colitis and intestinal tuberculosis, Pablum has also been 4 
found useful in the dietary. s 
Composition of Pablum Approximate Analysis of Pablum ‘ 
Wheatmeal (farina) . . 52% Carbohydrate (by difference) . . 69.9% oy 
Powdered BeefBone . . . . . 2 Fat (ether extract) . . . 30 
Dried Brewers Yeast . . Phosphorus . . . . . 0.62 
(11 Gm. per 100 lbs.) Copper 


Approximately 106 Calories per oz. or 3.7 per Gm. 12 level tablespoonfuls = 1 oz. 
Each ounce contains not less than 0.3 mg. thiamine (vitamin B,) and 0.1 mg. riboflavin (vitamin G). 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 


Please enciose professional card when requesting samples of Mead Johason products to cooperate in preventing their reaching unauthorized persons. 
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